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Therapist

. Open Forum

Cognitive-Behavioral
Couple’s Treatment for
Posttraumatic Stress
Disorder

Candice M. Monson, Karen A. Guthrie, and
Susan Stevens, White River Junction VA
Regional Office and Medical Center

has been relatively underutilized in treat-

ing individuals with posttraumatic scress
disorder (PTSD) within a couple’s therapy con-
text. This is despite the clinically recognized and
empirically established assaciation between PTSD
and intimate relationship problems {e.g.,
Beckham, Lytle, & Feldman, 1996; Byrne &
Riggs, 1996; Carroll, Rueger, Foy, & Donahoe,
1985; Jordan et al,, 1992). Although existing
cognitive-behavioral treatments for PTSD are ex-
tremely beneficial for some clients (Rothbaum,
Meadows, Resick, & Foy, 2000, for review), there
are limitations to these existing trearments, in-
cluding problems in delivery (i.c., atcrition rates as
high as 50% in some samples) and ouccomes {e.g.,
variable success in treating avoidance/numbing
symptoms; 25% to 60% still meet diagnostic cri-
teria for PTSD at the end of creatment and ar fol-
low-up periods; see Zayferr, Becker, & Gillock,
2002, for discussion). Moreovert, these treatmencs
have not been specifically designed to address the
complex interplay of intimate relationships and
I'ISD. In an effort to extend our ereatment reper-
toite for PTSD, we developed a Cognitive-
Behavioral Couple’s Treatment (CBCT) for PTSD
that addresses cognitive. and behavioral mecha-
nisms thought to contribute to borh PQ"rl"SD and
intimate relationship discord. ‘This article pro-
vides an overview of the treatment prococol.

Cognitive—behaviorai theoary and rechnique
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This approach evolved out of our work
with veterans suffering from military-
related PTSD—primarily men suffering
from combat-refated erauma—within the
Family IMPACT (Family Integration in the
Management, Prevention, Assessment, and
Counseling of Trauma) Project at the White
River Junction VA Regional Office and
Medical Center, Mental Health/Behavioral
Science Service and MNational Center for
PTSD, Executive Division. However, the
interpersonal problems of men and women
suffering from PTSD caused by the expo-
sure to 2 wide variety of stressors appear to
be remarkably similar to those suffering
from combat-related trauma {e.g.,
Herman, 1992; Neumann, Houskamp,
Pollock, & Briere, 1996). In brief, individu-
als with PTSD report grearer frequency and
severity of intimate relationship dysfunc-
tion, including intimate aggression; PTSD
is also associated with a higher rate of sepa-
rations and divorce. The avoidance/numb-
ing cluster of PTSD has been implicated in
relationship discord and intimacy prob-
lerns, and there is some evidence of an asso-
ciation berween hyperarousal symptoms
and the perpetration of physical and psy-
chological aggression in male veterans.
Most of the empirical research that has been
conducted with the significant others of
tranmarized individuals has consisted of fe-
male partners of male combat veterans.
These parcners report a wide range of men-
tal health and relationship problems thac
have been found to be associated with their
partner’'s PTSD sympromarology. Despite
the similarity of chese relationship issues
caused by various forms of traurna, there are
also symptoms unique to specific types of
trauma.

Previous Studies of Conjoint
Therapy for PTSD

The identification of intimate relation-
ship problems associated with PTSD and
discussion of the role of traumatized indi-
viduals’ partners in trauma treatment {e.g.,
Byrne & Riggs, 1996; Carroll et al,, 1985;
Erickson, 1989; Figley, 1988, 1989;
Johnson, Feldman, & Lubin, 1993; Johnson
& Williams-Keeler, 1998; Matsakis, 1994,
Riggs, 2000; Riggs, Bymne, Weathers, &
Litz, 1998; Tarrier, Sommetfield, & Pil-
grim, 1999) has not necessarily translared
into treatment research efforts. To our
knowledge, there have been only two con-
trolled and two uncontrolled studies that
have investigated conjoint treatment for
PTSD. Tieatments employed in these stud-
ies consisted of generic forms of behavioral
couple's/family therapy (ie., no specific
focus on PTSD-related issues).

Randomized Clinical Trials

In a dissertation study of group behav-
ioral couple’s therapy compared ro wait list,
Sweany (1987) found a significant decrease
in self-reporced PTSD symptoms for those
in teeatment compared to the control con-
dition. Furthermore, there were trends for
improvements in relationship satisfaction
and the veteran's depression. Also using a
veteran sample, Glynn et al. (1999) com-
pared individual exposure therapy alone to
individual exposure therapy followed by be-
havioral family therapy (BFT; 89% were
conjugal partners) to a wait-list conerol
group. They found significant improve-
ments in the positive symptoms of PTSD
(i.e., reexperiencing and hyperarousal) for
both active treatments compared to the
control group, but no differences between
the two active treatments. There were no
significant improvements found in the neg-
ative symptoms of PTSD (i.e., avoidance
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and numbing) across the three conditions.
It should be noted that there was a high
dropout rate in the BFT condition (ie,
359%), which the authors attributed to the
delay prior to receiving BFT and the
fragility of these veterans’ refationships.
Experiences with exposure therapy may also
explain this atcrition, given the study's se-
quential design.

Uncontrolled Triak

"Two uncontrolled treatment studies of
conjoint therapy have been reported. Using
group behavioral couple’s therapy with
combar veterans, Cahoon (1984) found sta-
tistically significant improvements in PTSD
symptoms and coping ability (as rated by
the group leaderss; effect sizes .47 and .72,
respectively). While the veterans reported
nonsignificant improvements in emotional
and problem-solving communication (ef-
fece sizes .18 and .41, respectively), the vet-
erans’ female significant others reporced
significant improvemnents in marital distress
and problem-solving communication (ef-
fect sizes .34 and .56, respectively). Rabin
and Nardi (1991) also provided a cognitive-
behavioral group couple’s treatment with
Israeli combat veterans and their wives,
which included psychoeducation about
PTSD. Minimal objective gutcome data are
provided from this study; however, 68% of
the traumatized men and their wives re-
ported relacionship improvements. How-
ever, this study did not show a decrease in
the veterans’ PTSD symptoms.

CBCT for PTSD

CBCT! has received widespread valida-
tion for treatment of couple’s distress and
dysfuncrion {see Christensen & Heavey,
1999, for review), and has been extended
and empirically tested in the treatment of
individuals suffering from a variety of clinical
problems. With regard to depression, do-
mestic violence, alcohol and drug depen-
dencefabuse, and agoraphobia, CBCT has
been found to be equally or more efficacious
than individual or group therapy in treating
the primary clinical problem. Moreover,
CBCT has a variety of additional benefits,
including increased relationship satisfac-
tion, decreased intimate aggression, less
time separated, fewer divorces, more effi-
cient treatment (i.e., greater gains,
quicker), {ess acerition from treatment, and

treatment-related  cost  savings  (e.g.,
Arrindell & Emmelkamp, 1986; Daiuto,
Baucom, Epstein, & Duccon, 1998, for
meta-analysis regarding agoraphobia; Fals-
Stewart, Birchler, & O'Farrell, 1996;
Jacobson, Dobson, Fruzzecti, Schmaling, &
Salusky, 1991; McCrady, Stour, Noel,
Abrams, & Nelson, 1991; O'Farrell et al.,
1996; O'Leary & Beach, 1990; O'Leary,
Heyman, & Neidig, 1999).

Taking into account the devastating and
largely untreated relationship problems as-
sociated with PTSD, some preliminary evi-
dence supporting the efficacy of behavioral
couple’s therapy for PTSD, and the estab-
lished efficacy of CBCT for a variety of other
individual problems, we have developed a
cognitive-behavioral couple’s  treatment
specific to PTSD. The treatment is
grounded in cognitive-behavioral concep-
tualizations of intimate relationship discord

“and PTSD. ‘

Cognitive and Bebavioral Mechanisms

Behavioral conceptualizations have been
offered to explain intimate relationship dis-
cord and PTSD, respeccively. In the case of
intimate relationship discord, nonreinforc-
ing, conflictual, and/or abusive behavior
and communication ate considered ro cause
and maintain couple distress and are pri-
mary targets for intervention (Jacobson &
Margolin, 1979). Mowrer’s (1960} rwo-fac-
tor explanacion of conditioned fears has
been used to explain the development and
maintenance of PTSD symproms {¢.g., Foa
& Kozak, 1991; Keane, Zimering, &
Caddell, 1985). Classical conditioning
processes are postulated ro explain che ori-
gins of the anxiety response, while operant
conditioning processes explain its mainte-
nance (i.e., negative reinforcement of fear
through behavioral avoidance), Experiential
avoidance, or avoidance of private experi-
ences (e.g., feelings, memories, behavioral
predispositions, thoughts; Hayes & Gifford,
1997, for review) construed to be negative, is
a particular form of avoidance that has re-
cently been implicated in the development
and maintenance of PTSD (Boeschen, Koss,
Figueredo, & Coan, 2001). Behavioral in-
terventions for PTSD ate aimed at exposure
to traumatic memeories and trauma-related
cues, with the goal of anxiety habituation.
While the trauma exposare may differ with
regard 1o the dimensions of exposure type

IFor this review, we use CBCT e describe the treatments to date that have been expanded to treat people suf-
fering from a varieey of individual problems. However, CBCT is part of a farger class of conjoint intervencions
with varying emphases and interventions. These treatments are also referred to in the literature as behavioral
couple's therapy, behavioral marital therapy, behavioral conjoine therapy, and integracive behavioral couple

ctherapy.
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(i.e., imaginal versus in vivo), exposure
length (i.e., shott versus long), and arousal
level during exposure {low versus high),
they share the common feature of having
patients confront cheir fears, and are generi-
cally referred to as “exposure” treatments
for PTSD (Foa & Rothbaum, 1998).

Cognitive constructs have been incorpo-
rated inco chese behavioral conceprualiza-
tions of PTSD and relationship dysfunction,
Selective atrention to negative events, dis-
tress-maintaining attributions, unrealistic
andfor unshared expecrancies, conflicting
assumptions, and differing standards have
been found to be associated with intimate
relationship discord (Baucom, Epstein, &
Rankin, 1995). Similarly, information
(Lang, 1977) and emotion (e.g., Foa &
Kozak, 1991) processing theories have been
used to explain the processes throngh which
traumatic memories and associated affeces
are stored, maintained, and targeted in
treatment. Schemas, or cognitive structures
of meaning, have also been used to explain
how trauma affects a person’s belief system
and the adjustments (i.e., schema accom-
modation and assimilation) necessary to
reconcile the traumatic event with existing
beliefs and expectations and to process asso-
ciated emotions {e.g., Resick & Schnicke,
1993). Cognitive interventions consist of
challenging irrational and/or dysfunctional
thoughts and beliefs related to intimate re-
lationship discord or PTSD.

Interplay of intimate velationship discord and
PTSD. Similar cognitive and behavioral
mechanisms are postulated to underlie
PTSD and relationship discerd, and can in-
teract t0 maintain or exacetbate both prob-
lem areas. If successfully targeted in
treatment, this reciprocal association holds
potential to ameliorace both PTSD and inti-
mate relationship dysfunction.

In CBCT for PTSD, avoidance is consid-
ered to be a primary behavioral mechanism
contributing to PTSD and intimace rela-
tionship problems, and is consequently tar-
geted eatly on and thronghout treatment.
This notion is supported by empirical re-
search that has revealed an association be-
tween the avoidance/numbing PTSD
symptom cluster and diminished relation-
ship satisfaction and intimacy. In this re-
search, numbing symproms were especially
problematic to relationship functioning
(Riggs et al., 1998). Likewise, the avoidance
of affective expression and sharing in inci-
mate relationships has long been associated
with diminished relationship satisfaction
and intimacy in couples in general (see
Gotrman & Levenson, 19806, for review),
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Mounitoring for the various means by
which an individual or couple may exhibit
avoidance is considered integral ro success-
ful treatment. Avoidance may consist of
more traditionally considered behavioral
avoidance of crauma-related cues and re-
minders. However, this avoidance may be
generalized to include experiential avoid-
ance, as well as avoidance of certain individ-
ual or couple’s issues. Experiential
avoidance is considered to frustrate inti-
macy because of the diminished ability for
affective expression and communication.
“Avoiding avoidance” is accomplished
through psychoeducation and the couple’s
development of conflict management and
communication skills that can be used to
discuss and manage increasingly distressing
issues previously avoided. The discussion of
these topics, including rtrauma-relared
thoughts, feelings, and behaviors, provides
opportunities to directly address the issues
contributing to PTSD. Moreover, specific
emphasis is paid to emotion identification,
sharing, and reflection in couple’s commu-
nication, and the value of emotion expres-
sion and tolerance in individual and couple
functioning is underscored. Conflict-man-
agement skills building is also postulated to
imptove management of PTSD hyper-
arousal symptoms such as anger and irri-
rability, which have been found to be
associated with intimate aggression perpe-
tration (Savarese, Suvak, King, & King,
2001).

CBCT for PTSD is not considered to be
an exposure treatment: Individuals are not
confronted with specific traumatic experi-
ences with the goal of anxiety habituation.
Rather, consistent with cognitive conceptu-
alizations of PTSD, individuals are encour-
aged to focus on the various emotions
surrounding their memories and reminders
of the event(s), as well as the meaning of the
event(s) for the here-and-now. Thus, we
argue that relaying the specific decails is less
impotcant than fully experiencing, express-
ing, and processing the emotions ateached
to them, In this cognitive vein, similar cog-
pitive structural (i.e., schemas), content
(ie.,, irrational andfor dysfuncrional
thoughts, beliefs, standards, assumptions,
artriburions), and process {i.e., accommoda-
tion, assimilarion) variables have been used
to explain the development and mainte-
nance of intimate relationship discord and
PTSD.

MecCann and Pearlman’s (1990) work,
also incorporated into Cognitive Processing
Therapy (CPT; Resick & Schnicke, 1993),
provides cognitive content relevant o
PTSD and intimate relationships that is
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specifically targeted for cognitive interven-
tion. They outline five areas of functioning
frequently affecred by traumatic experi-
ences: safety, trust, power/control, esteem,
and intimacy. Consistent with CPT,
thoughts and beliefs held across these areas
are explored and challenged as they relate 1o
the self and other, with the goal of schema

. accommodation and emotional processing.

These themes, including their interpersonal
focus, fit nicely with the conjoinc therapy
frame.

Treatment Format

Routine pre- and postrreatment assess-
ments are highly encouraged, regardless of
whether the treatment is delivered in a re-
search protocol or in nonresearch practice.
Prior to initiating creatment, we provide
clients with feedback about their PTSD
symptoms, relationship functioning, and as-
sociated psychological issues. This feedback
is used as an aid to psychoeducation and in
treatment goal setting, and suppores the
goal-oriented focus of treatment. In our ex-
petience, couples have been eager to receive
their assessment results, and these results
have enhanced treatment delivery. We use
both self-teport (PTSD Checklist; Weathers,
Litz, Herman, Huska, & Keane, 1993) and
interview (Clinician-Administered PTSD
Scale for DSM-1V; Blake er al., 1990} meth-
ods for assessing PTSD. Relationship vari-
ables assessed include relationship sat-
isfaction (Dyadic Adjustment Scale; Spanier,
1976), intimate aggeession (Conflict Tacrics
Scale—Second Edition; Straus, Hamby,
McCoy, & Sugarman, 1996), communica-
tion skills {10-minute communication sam-
ple about a moderately distressing topic for
behavioral coding), and adult attachment
(Experiences in Close  Relationships;
Brennan, Clark, & Shaver, 1998). De-
pression (Beck Depression Inventory; Beck,
Ward, Mendelsohn, Mock, & Erbaugh,
1961), anxiety (State-Trait  Anxiery
Inventory; Spielberger & Lushene, 1989),
and affective control (Affective Control
Scale; Berg, Shapiro, Chambless, Ahrens,
1998) are associated features assessed.

CBCT for PTSD consists of 15 weekly
sessions comprising three primary treat-
ment phases: (a) treatment orientation, psy-
choeducation aboue PTSD and its refated
intimate relationship problems, and safecy
building; (b} communication skills training;
and {¢) cognitive interventions. Bach 75-
minute session begins wich an overview of
what is to be accomplished in the session,
and includes didactic information to convey
to clients and skills for them to practice in

the session. Qurt-of-session assignments
conclude each of the sessions {see Table 1).

The first three sessions of the treatment
are focused on orienting the couple to treat-
ment, psychoeducation about PTSD, rela-
rionships and avoidance, and establishing
safery within che couple and the therapeutic
relationship. The first session outlines trear-
ment expectations and presents the phase-
oriented, here-and-now, goal-oriented, and
time-limited nature of the treacment. We
candidly discuss the issue of trauma disclo-
sure and solicit possible concerns, desires,
and prohibitions from each member of the
couple abour this issue (see Special
Considerations section for more discussion).
The expectation and rationale for out-of-
session assignments (we are careful to use
the word “assighment” as opposed to
"homework” based on feedback from our
clients) are also provided in this session.
Treatment goals are mutually developed,
and each member of the couple signs a
treatment contract containing these goals
and the above treatment expectations.
Session 1 also emphasizes the importance of
increasing positive couple behavior while
decreasing negative couple behavior. This
leads co the first out-of-session assignment:
daily attention to their partner’s positive be-
havior.

Session 2 is devoted to understanding
PTSD as an anxiety disorder as well as in-
troducing a cognitive-behavioral concepto-
alization of PTSD. Couples receive
information about hallmark PTSD symp-
toms and associated problems, for example,
the maintenance of PTSD through aveid-
ance strategies such as experiential avoid-
ance, We also explore the hypothesized
deleterious role of experiential avoidance in
intimate relationships (i.e., avoidance
and/or numbing symptoms) and its mani-
festation in the specific couple’s relation-
ship, The notion of habirnation is presented
to provide a rationale to support the couple
in discussing uncomfortable and distressing
topics. The third session is spent exploring
the existence of very negative behavior(e.g.,
intimate aggression, threats to leave the re-
lationship, ongoing infidelity), and develop-
ing conflict-management skills (e.g., time-
outs).

Commiunication skills training. Sessions 4
through 8 focus on traditional communica-
tion skills building (e.g., listening/para-
phrasing; assertiveness, emotional versus
problem-solving communication; emotion
identification, sharing, and reflection) using
increasingly discressing topics (low to mod-
erate range} based on the couple’s current
difficuleies. In the fourth session, the couple

the Bebavior Therapist



views their pretreatment communication
sample with the therapist. This supports the
rationale for communication skills training
and allows the couple to observe their com-
munication from a more objective perspec-
tive. The couple is asked to audiotape 5 to
10 minutes of communication each week in
their home secting during this treatment
phase, utilizing the communication skills
they are building. These audiotapes are re-
viewed with the couple in the next session
to troubleshoot and to provide positive
feedback to the couple.

Cognitive interventions. In the final phase
of treatment, the couple more deeply con-
solidates their knowledge about PTSD and
intimate relationships using their newly de-
veloped skills to address the effect of trauma
on themselves and their relationship.
Session 9 introduces the influence of trauma
on how people perceive the world, them-
selves, and others, and the role of dysfunc-
tional thoughts and beliefs in maintaining
distress. ‘The five themes outlined by
McCann and Pearlman (1990) presented
above (i.e., safety, trust, power/control, inti-
macy, and esteem) are introduced over five
sessions and used as communication topics
for the couple’s out-of-session practice. The
conple is encouraged to draw upon their
communication skills and to assume a pos-
ture of curiosity as they nonjudgmentally
explore and genrly mutually challenge or
support their thoughts and beliefs held in
these areas. Each session concludes with an
out-of-session assignment to discuss the
identified atea presented in that session over
the subsequent week, audioraping ac least
one of the communications for review at the
next session.

The final session is spent reviewing and
reinforcing gains made in therapy and an-
ticipating future challenges.

Special Considerations

We recently completed an open trial of
CBCT for PTSD to fine-tune the treatment
manual (available from the first author),
train therapists, and provide initial evidence
regarding its safety, tolerability, and efficacy.
From this initial, and other's, work, we offer
up the following considerations.

Dually Traumatized Couples

Dually traumatized couples may be
more the rule than che exception. This is es-
pecially likely when working with couples
wherein the initially referred patient has a
female partner because of the two-to-one
prevalence of PTSD in women versus men
(e.g., Kessler, Sonnega, Bromet, Hughs, &

398

Nelson, 1995). In addition, previous re-
search suggests that people who have a psy-
chological disorder are more likely to marry
or cohabit with peaple who also have a psy-
chological disorder (Du Fort, Kovess, &
Boivin, 1994). The partner may have expe-
rienced primary traumatization priof to of
during their intimate relationship as a result
of family-of-origin violence, exposure to do-
mestic violence perpetrated by their partner
with PTSD or previous partner, sexual as-
sault, or some other type of trauma. In addi-
tion, & number of authors have discussed
vicarious or secondary traumatization of
these partners as a result of strong emeo-
tional connections with the travma victim
(e.g., Figley, 1989; Nelson & Wright, 1996;
Rosenheck & Nathan, 1985). Thus, we as-
sumne, and it has been the case thus farin our
work, that partners are likely to present
with PTSD and/for some other type of psy-
chological problem. '

The treatment principles and interven-
tions of CBCT for PTSD are considered to
be sufficiently broad and flexible to meet
the challenges of couples with their respec-
tive psychopathology. Evidence to support
this assertion is that all of the female part-
ners in our study had trauma histories
and/or clinical levels of depression, anxiecy,
andfor PTSD symptoms. Therapists should
anticipate possible reactions to disclosures
and distressing topics, monitor for any
changes in risk factors {e.g., suicidality, ag-
gression, substance abuse) for both mem-
bers of the couple, and stress the
importance of emotional and physical safety
throughout therapy.

Trarma Disclosure

)

Another imporeant poiat to highlight
about the treatment is that we explicitly
discuss with the couple that there is no re-
quirement that either of them disclose spe-
cific information abouc their crauma history.
In general, we encourage clients to talk
about their trauma histories as they relate to
here-and-now thoughts and feelings; we
discourage in-depth, gory, andfor gratu-
irous recellings of theit experiences. We
have adopted this approach to avoid possi-
ble vicarious craumatization of partners and
based on clinical trials supporting the effi-
cacy of cognitively focused approaches to
PTSD creatment (Marks, Lovell, Noshir-
vani, Livanou, & Thrasher, 1998; Resick,
Nishich, Weaver, Astin, & Feuer, in press;
Tarrier et al., 1999). Even if clients do not
share details of their traumatic experiences,
beliefs and emotions linked to their cranmas
are likely to be evoked, which provides op-

porcunicies for habituation, schema accom.-
modation, emotional processing, and
greater mastery and tolerance of these emo-
tions.

TBype of Granma

As noted in the introduction, military-
relared trauma is clearly not the only form
of trauma exposure that leads to significant
interpersonal difficulcies. By their very na-
ture, interpersonal traumas appear likely to
lead to intimate relationship problems and
may be particularly well suited for CBCT.
For example, Follette and Pistorello (1995)
outlined various problems found in couples
in which the worman was a victim of child-
hood sexual assault; they also suggest the
use of interventions to address experiential
avoidance. Some specific problems related
to sexual assaule/abuse may include retrig-
gering of traumatic memories and sensa-
tions, dissociation, or flashbacks during the
couple’s sexual relations; hyper- or hyposex-
uality; problems with libido; or general
negative attitudes about sex. Revictim-
ization is clearly of concern with victims of
interpersonal violence (e.g., Messman-
Moore & Long, 2000) and is an issue that
should be specifically assessed and ad-
dressed within the conjoint context (Le.,
hiseory of, of current emotional, physical, or
sexual abuse wichin the relationship).

Summary

Qur challenge in advancing PTSD treat-
ment is to offer innovative stand-alone or
adjunctive creatments for those individuals
who have not responded or fully benefited
from available empirically validated treat-
ments. Given the established interpersonal
costs of PTSD and proven efficacy of con-
joint therapy for other individual problems,
we believe that CBCT for PTSD holds
promise as an efficient and efficacious treat-
mene for individuals and their loved ones
with PTSD.

References

Acrindell, W A., & Emmelkamp, B M. G.
(1986). Marital quality and gencrat life ad-
justent in relation to treatment outcome in
agoraphobia. Advances in Behavior Research
and Therapy, 8, 139-183.

Baucom, D. H., Epstein, N., & Rankin, L. A.
(1995). Cognitive aspeces of Cognitive-
Behavioral Marital Therapy. In N. 3.
Jacobson & A. 5. Gurman (Eds.), Clinical
bandbook of conple therapy (pp. 65-90). New
York: The Guilford Press.

Beck, A. T, Ward, C. H, Mendelsohn, M.,
Mock, 1., & Erbaugh, J. (1961). An inventosy

the Bebavior Thevapist



for measuring depression. Archives of General
Piychiatry, 4, 561-57L.

Beckham, J. C., Lytle, B. L., & Feldman, M. E.
(1996). Categiver burden in partners of
Vietnam War veterans with posttraumaric
stress disorder. Journal of Consulting and
Clinical Prychology, 64, 1068-1072.

Berg, C. Z., Shapiro, N, Chambless, DL, &
Ahgens, A. H. (1998). Are emotions fright-
ening? 1I: An analogue study of fear of emo-
tion, interpersonal conflict, and panic onset.
Bebavionr Research and Therapy, 36, 3-15.

Blake, D. D., Weathers, E Wi, Nagy, L. M,
Kaloupek, D. G., Klauminizer, G., Charney,
D.S., & Keane, T M.(1990). A clinical rating
scale for assessing current and lifetime
PTSD: The CAPS-1. the Bebavior Therapist,
18,187-188.

Boeschen, L. E., Koss, M. B, Figueredo, A. J., &
Coan, J. A. (2001). Experiential avoidance
and post-traumaric steess disorder: A cogni-
tive mediational model of rape recovery.
Journal gof Aggrestion, Maltreatment and
Tranma, 4, 211-245,

Brennan, K. A., Clark, C. L., & Shaver, P R.
(1998). Self-report measures of adult roman-
tic actachment. An incegrative overview. In J.
A. Simpson & Wi 8. Rholes (Eds.), Attachment
theary and close velationships. New York: The
Guilford Press.

Byme, C. A., & Riggs, D. 3. (1996). The cycle of
stauma: Relationship aggression in male
Vietnam veterans with symptoms of post-
traumacic steess disorder. Violence and Victims,
11,213-225

Cahoon, E. B (1984). An examination of relation-
ships betrween post-trasematic stvess disorder, marital
distress, and response to therapy by Vietnam veter-
ans. Unpublished doctoral  dissertation,
University of Connecticug, Storrs.

Carroll, E. M., Rueger, D. B., Foy, D. W,, &
Donahoe, C. B {1983). Viernam combart vet-
erans with postrraumatic stress disorder:
Analysis of marical and cohabitaring adjust-
ment. Jorrmal of Abmormal Psychology, 94, 329-
337.

Christensen, A., & Heavey, C. L (1999
Interventions for couples. Amnual Review of
Prychology, 50, 165-190.

Daiuto, A. D., Baucom, D. H., Epstein, N., &
Dutton, S. 8. (1998). The application of be-
havioral couples therapy to the assessment
and rreatment of agoraphobia: Implications
of empirical research. Clinical Piychology
Revizw, 18, 663-687.

Du Fort, G. G., Kovess, Vi, & Boivin, J. B {1994).
Spouse similasity for psychological distress
and well-being: A population study.
Pychological Medicive, 24, 431-447.

Erickson, C. A. (1989). Rape 2nd the family. In
C. R. Figley (Ed.), Treating sirss in families
(pp. 257-289). New York: Brunner/Mazel.

Fals-Stewart, W, Birchler, G. R., & O'Farrell, T.
J. (1996}, Behavioral couples therapy for
male subscance-abusing patients: Effects on

400

relationship adjusement and drug-using be-
havior, Journal of Comsulting and Clinical
Psychology, 64,959-972.

Figley, C. R. (1988). A five-phase trearment of
post-traumatic stress disorder in families.
Jonrnal of Baumatic Stress, 1,127-141.

Figley, C. R. (1989). Helping traumatized families.
San Francisco: Jossey-Bass.

Foa, E. B., & Kozak, M. J. (1991). Emotional
processing: Theory, reseacch, and clinical im-
plications for anxiery disorders. In J. D.
Safran & L. §. Greenberg (Bds.), Emotion, psy-
chatherapy, and change (pp. 21-49). New York:
The Guilford Press.

Foa, E. B., & Rothbaum, B. O. (1998). Treating
the trauma of rape: Cognitive-bebavioral therapy
Jor PTSD. New York: The Guilford Press.

Follette, V. M., & Pistarello, J. {1995). Couples
therapy. In C, Classen & 1. D. Yalom (Eds.),
Teating women molested in chitdbood (pp. 129-
161). San Francisco: Jossey-Bass.

Glynn, S. M., Eth, $., Randolph, E. T, Foy, D. .

W, Utbaitis, M., Boxer, L., Paz, G. G,
Leong, G. B., Firman, G., Salk, 1. D,
Katzman, J. W, & Crothers, J. (1999). A test
of behavioral family therapy to augment ex-
posute for combac-related posecraumatic
stress disorder. Jowrnal of Comsuiting and
Clinical Piychology, 67, 243-251.

Gottman, J. M., & Levenson, R. W, (1986).
Assessing the role of emotion in marriage.
Bebavigral Assessment, 8, 31-48.

Hayes, S. C., & Gifford, E. V. (1997). The trouble
with language: Experiential avoidance, rules,
and the nacure of verbal events. Prycbological
Science, 8, 170-173.

Herman, J. L. (1992). Trauma and recovery. New
York: Basic Books.

Jacobson, N. 8., Dobson, K., Fruzzetti, A. E.,
Schmaling, K. B., & Salusky, 5. (1991).
Marital therapy as a creatment for depres-
sion, Jommal of Comsulting and Clintcal
Prychology, 59, 547-337.

Jacobson, N. 8., & Margolin, G. (1979). Marital
therapry: Strategies based on social learning and be-
bhavior  exchange  principles.  New  York:
Brunner/Mazel.

Johnson, D. R., Feldman, 3. C., & Lubin, H.
(1995). Critical interaction therapy: Couples
therapy in combac-related postrranmaric
seress disorder. Family Process, 34, 401-412.

Johnson, 8. M., & Williams-Keeler, L. (1998).
Creating healing relationships for couples
dealing with trauna: The use of emotionally
focused marital therapy. Jowrnal of Marital
and Family Therapy, 24, 25-40.

Jordan, B. K., Marmar, C. R, Faitbank, J. A.,
Schlenger, W E., Kulka, R. A, Hough,R. L.,
& Weiss, D. 8. (1992}, Problems in families of
male Vietnam veterans with posttraumatic
seress disorder. Journal of Comsulting and
Clinical Psychology, 60, 916-926.

Keane, T. M., Zimering, R. T., & Caddell, J. M.
(1985). A behavioral formulacion of post-

traumatic stress disorder in Vietnam veter-
ans. the Bebavior Therapist, 8,9-12.

Kessler, R. C., Sonnega, A., Bromet, E., Hughes,
M., & Nelson, C. D. {1995). Postrraumatic
stress disorder in the Narional Comorbidity
Survey. Aschives of General Psycbiatry, 52,
1048-1060.

Lang, R J. (1977). Imagery in therapy: An infor-
mation processing analysis of fear. Behavior
Therapy, 8, 862-886.

Marks, 1. M., Lovell, K. Noshirvani, H,
Livanou, M., & Thrasher, 5. (1998).
Trearment of post-traumatic scress disorder
by exposure andfor cognitive restructuring:
A controlled srudy. Archives of General
Prychiatry, 55, 317-325.

Matsakis, A. (1994). Dual, rriple, and quadruple
trauma couples: Dynamics and ereatment is-
sues. In M. B. Williams & J. F. Sommers
(Eds.), Handbook of post-tranmatic theragry (pp.
78-93). Weseport, CT: Greenwood Press.

McCann, I L., & Pearlman, L. A. (1990)
Puychological trauma and the adult - survivor:
Theary, therapy, and iransformation. New York:
Brunner/Mazel.

McCrady, B. S., Stour, R. L, Noel, N. E,
Abrams, D. B., & Nelson, H. E (1991).
Comparative effectiveness of three types of
spouse-involved behavioral alcoholism treae-
ment: Cutcome 18 months after treacment.
British_Journal of Addictions, 86, 14153-1424.

Messman-Moore, T. L., & Long, B J. (2000).
Child sexual abuse and revicrimization in the
form of adult sexual abuse, adulc physical
abuse, and adult psychological malcreat-
mene. Journal of Interpersonal Violence, 15, 489-
502.

Mowrer, Q. A. (1960). Lazrning theory and bebay-
ior. New York: Wiley.

Nelson, B. S, & Wirighe, D. W. (1996).
Undesscanding and treating pose-traumatic
seress disorder symptoms in female partners
of veterans with PTSD., Jowrnal of Marital and
Family Therapy, 22,455-467.

Neumann, D. A., Houskamp, B. M., Pollock, V.
E., & Bricre, J. (1996). The long-term seque-
lae of childhood sexual abuse in women: A
meta-analytic review. Jorrnal of the American
Professional Saciety on the Abuse of Children, 1,6-
16.

O'Farrell, T. J., Choguette, K. A., Cateer, H. S,
G., Floyd, E J., Bayog, R. D., Brown, E. D.,
Lowe, J., Chan, A., & Deneault, B (1996).
Cost-benefit and cost-cfectiveness analyses
of behavioral marital cherapy as an additton
to outpatient alcoholism treatment. Journalof
Substance Abuse, 8, 145-166.

O'Leary, K. D., & Beach, 5. R. H. (1990).
Marical therapy: A viable creacment for de-
pression and marical  discord. American
Josurnal of Pychiatry, 147, 183-180.

O'Leary, K. D, Heyman, R. E., & Neidig, B H.
(1999). Treatment of wife abuse: A compari-
son of gender-specific and couples ap-
proaches, Bebavior Therapy, 30,475-505.

the Bebavior Therapist



Rabin, C., & Nardi, C. (1991). Treating post-
craumatic stress disorder couples: A psy-
choeducational program. Community Mental
Health Journal, 27, 209-224.

Resick, B A., & Schnicke, M. K. {1993).
Cogritive processing therapy for vape victims: A
sreatment manwal, Newbury Park, CA: Sage
Publications.

Resick, P A., Nishith, B, Weaver, T. L., Astin,
M. C., & Feuer, C. A. (in press). A comparison
of Cognitive Processing Therapy with
Prolonged Exposure and a waiting condition
for the treacment of chronic post-traumatic
steess disorder in female rape victims. Jowrnal
of Consudting and Clinical Prychology.

Riggs, D. 8. (2000). Mariral and family therapy.
In E. B. Foa, T. M. Keane, & M. . Friedman
(Eds.), Effective treatments for PTSD (pp. 280-
301}. New York: The Guilford Press.

Riggs, D. 8., Byene, C. A., Weathers, E W, &
Licz, B. T. (1998). The qualicy of intimate re-
lacionships of male Vietnam vererans:
Problems associated with posttraumatic
steess disorder, Jonrnal of Tratmatic Stress, 11,
87-102.

Rosenheck, R., & Nathan, B (1985). Secondary
traumatization in children of Vietnam verer-
ans. Hospital and Community Psychiatry, 36,
538-539.

Rothbaum, B. O., Meadows, B. A, Resick, P, &
Foy, D. W (2000). Coganitive-behavioral
therapy. In E. B. Foa, T. M. Keane, & M. J.
Friedman (Eds.), Effective treatments for PTSD:
Practice guidelines from the International Society

Jor Traumaric Stress Studies (pp. 60-83). New
York: The Guilford Press.

Savarese, V. W, Suvak, M. K., King, L. A, &
King, D. W. (2001). Relationships among
alcohol use, hyperarousal, and marital abuse
and violence in Vietnam veterans. Jowrnal of
Traunmatic Stress, 14, 717-732.

Spantet, G. B. (1976}). Measuring dyadic adjust-
ment: New scales for assessing the quality of
marriage and similar dyads. Jowrnal of
Marviage and the Family, 38, 15-28.

Spiclberger, R. L., & Lushene, R. E. (1989).
State-Tratt  Anxiety  Seale.  Consulting
Psychologists Press.

Straus, M. A, Hamby, S. L., McCoy, S. B., &
Sugarman, D. B. (1996). The Revised
Conflict Tactics Scales (CTS2): Development
and preliminary psychometric data. Jowrnal
of Family [ssues, 17, 283-3106.

Sweany, 5. L. (1987). Masital and life adjustment
of Vietnam combat veterans: A treatment ontcome
sindy. Unpublished docroral dissertation,
University of Washingeon, Searele.

Tarrier, N., Pilgtim, H., Sommerfield, C,
Faragher, B., Reynolds, M., Graham, E., &
Barrowclough, C. (1999). A randomized
trial of cogairive therapy and imaginal expo-
sure in the treatment of chronic post-trau-
miacic stress disorder. foxrnal of Cousniting and
Clinical Psychology, 67, 13-18.

Winter 2003

Table 1
CBCT for PTSD Session QOverview

Pretreatment Session; Treatment Sumrnary and Informed Consent Procedures
Pretreatment Session: Sclf-Report, CAPS, and Behavioral Assessments
Pretreatment Session: Review of Assessment Results

Scssion ' Introduction of Treatment Model, Frame, and Contract
Oxr—of-session assignment: session overview
treatment contrace
commoR reactions to trauma
Carch Your Partner Doing Something Nice 1
impact statements
Session 2 Psychoeducation About PTSD, Relationships, and Avoidance
Out-gf-session assignment: PTSD and avoidance handout
Catch Your Partner Doing Something Nice I
Session 3 Safety Building
Orus—of-session assignment: steps to an effective time-out
Session 4 Inrroduction of Communication Skills Fraining
Qur-of-session assignment: common communication problems handout
Dirty Fighter's Iastruction Manual handout
Session 3 Listening and Paraphrasing
Oust-gf-session assignment: communication practice-listening/paraphrasing
communication reviews
Session 6 Assertive Speaking
Ont-of-session ausignmens: asserciveness definitions and barriers
assertivoess table
making assertive requests and refusals
communication practice-assertive speaking
communication reviews
Session 7 Communicacion Channels
Out-pf-session assignment: communication channels hand-out
communication practice-communication channels
communication reviews
Session 8 Identification, Sharing, and Reflecrion of Feelings
Oxt-of-session assignment: Feeling Faces handout
daily expression and reflection of feelings
communication practice-feelings
communication reviews
tfeatment CONtIact review
Session @ Cognitive Overview*
Orus~of-session assignment: stuck-points handout
problematic-thinking handout
thinking about trauma and relationships handout
safety-issues handout
Sessjon 10 Safety Issues
QOut-of-session assignment: communication practice-safety
communication reviews
trust jssues handout
Session 11  Trust Issues
Out-pf-sestion assignment: communication practice: trust
communication reviews
power and control issucs handout
Session 12 Power and Control Issues
Out-pf-session assignment: commuaication practice-power and control
communication reviews
intimacy issues handoat
Session 13 Intimacy Issues
Out-gf-session assignment: communication practice-intimacy
communication reviews
esteem: issues handout
A Compliment & Day
Session 14 Esteern Issues

Out-of-session assignment: communication practice-estcem
communication reviews
impact statements ii
review of treatment gains

Session 15 Review and Reinforcement of Gains

Posttreatment Sessions: Self-report, CAPS, and Behavioral Assessments
*Midtreatmenc Assessment - PTSD Cheeklise and Dyadic Adjustment Scale
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